patient has a choking feeling relieved by drinking hot water, and the face goes blue. At times actual loss of consciousness lasting two hours; " life has been despaired of." The attacks have increased in severity. All joints are more or less tender and stiff but not much swollen. Loss of muscular power in knees, flexion and extension limited. Right elbow and neck very tender. Typical rheumatoid condition of first and second netacarpo-phalangeal joints. Skin of four fingers glossy. Wfists puffy but move fairly well. Scarcely able to move head at all, features nask-like. Right arm practically useless. Teeth: many out, remainder infected at roots. Appetite fair. Tongue fairly clean. Digestion good. Pulse 76, regular. Bowels fairly regular. Sleep bad owing to pain. Treatment by continuous counter-irritation commenced in February, 1912. Patient had not been out of the house for four months when first seen by me, and a very gloomy prognosis had been given by six medical men in the Kensington neighbourhood. The heart was thought by them to be in an advanced state of fatty degeneration. Within a very short time after commencement of treatment by means of counter-irritation patient greatly improved. Regained power to write, sew, walk up and down stairs easily, &c. About a year ago was shown at a meeting of the West London Medico-Chirurgical Society and seen by a large number of medical men. Dr. R. L. Jones Llewellyn pronounced the case one of well-marked rheumatoid arthritis, the atrophy of the skin of the fingers being well shown and contributing to limitation of movement of the fingers. In spite of an attack of influenza and much domestic worry and stress, patient has become increasingly active and has practically ceased to have any syncopal attacks; she still has treatment from time to time.
Dr. PAUL CHAPMAN asked whether the improvement manifested was not possibly due to some psychological influence rather than to the direct effects of counter-irritation. there is no arthritis, nor does the boy complain of any pain or tenderness anywhere, but there is some puffiness about the second and third metacarpo-phalangeal joints in both hands, and over these joints very small rheumatic nodules can be seen and felt. There are moderatesized rheumatic nodules over both elbows and both knees (patellae), those over the knees being the largest and the most numerous (fig. 2 ). The
FIG. 1.
Showing the wry-neck. olecranon bursa at both elbows is enlarged. The heart is excitable in action and the impurity of the first sound at the apex suggests slight endocardial changes at the mitral valve. In the absence of fever the frequency as well as the excitability of the heart's action suggest slight myocardial implication. There is likewise a variable systolic murmur to be heard over the " pulmonary area." Some of the lymphatic glands in the neck are a little enlarged.
The history is that the boy enjoyed good health until the present illness commenced on September 13, 1913, with pain in the left ankle; this joint became swollen on the following day. There was never any tonsillitis. He was treated by rest in bed and small doses of salicylates. At first there was fever up to between 1020 and 1030 F. This left him on September 20, but after September 24 to the middle of October there were occasional evening rises of temperature to about 1000 F. Since then there has been no fever.
The wry-neck appeared at the end of September, and was at first accompanied by a little pain at the lower posterior part of the right Showing the rheumatic nodules on the knees. side of the neck. The rheumatic nodules were first noticed in the middle of October, at first only on the elbows and knees, later over the hands also. Recently he has been treated with subcutaneous injections of " Rheumatism Phylacogen " (Parke, Davis and Co.), and with careful massage of the neck. Rontgen-ray examination (skiagrams taken about the middle of October and again about the middle of November) shows no bony change in the neck. The bony prominence felt on the left side of the neck just below the mastoid region is evidently due merely to the wry-neck position of the cervical vertebrae. When the case was shown on November 14 the rheumatic nodules on the elbows and hands had become less marked, but those on the knees had, if anything, increased.
The wry-neck had not disappeared entirely. The phylacogen treatment had been accompanied by occasional very slight febrile reaction.
In regard to the family history, it may be stated that the boy's father died five years ago from pulmonary tuberculosis at the age of 39, and that the mother, aged 45, is living and well. Their four children are all living and the patient is the only one of them who is not well.
Similar "rheumatic torticollis," occurring after a mild attack of acute rheumatism, has not rarely been diagnosed as due to tuberculous caries of cervical vertebrae and treated accordingly. The connexion of rheumatic nodules with rheumatic polyarthritis and Sydenham's chorea has of course long been recognized. Barlow and Warner, at the International Medical Congress at London in 1881, read a paper " On Subcutaneous Nodules connected with Fibrous Structures, occurring in Children the Subjects of Rheumatism and Chorea," I a paper which was based on twenty-seven cases collected by themselves. H. Rabinowitsch, in an inaugural dissertation at Berlin in 1899, entitled " Beitriige zur Kenntnis des Rheumatismus mit Knotchenbildung (Rheumatismus nodosus)," collected accounts of fiftytwo cases, of which forty-four were under the age of 20. If the German term " Rheumatismus nodosus " (" Nodular Rheumatism ") be employed for this variety of rheumatism it must, of course, not be confused with the French " Rhumatisme noueux," which is a synonym for arthritis deformans. True rheumatic nodules are termed by the French "Nodosites rhum atismales sous-cutanees." 2 One of the nmost elaborate and recent papers on the subject is that by Rosa Berkowitz in 1912,3 who based her conclusions on soine personal observations and a large collection of cases from the literature. According to her statistics, cardiac complicati-ons (endocarditis, endopericarditis) are present in at least 88 per cent. of cases of nodular rheumatism in children. In all probability the present case is no exception to the rule that endocarditis generally accompanies rheumatic nodules, though the auscultatory signs are not quite decisive in the patient in question. Barlow Par., 1901, xix, p. 149; L. Gallavardin and F. Delaanal, Lyon Wned., 1909, cxiii, p. 813. Rosa Berkowitz, " Rheumatismus nodosus im Kindesalter," Archiv f. Kinderheilk., Stuttg., 1912, lix, pp. 1-43. The present case certainly conforms to the rule that the subjects of true rheumatic nodules are generally children who have passed through an acute or subacute rheumatic infection without being completely cured. The special interest in the case is, however, the association of the nodules with rheumatic torticollis, an association which one would expect to be not so very infrequent, but which seems as yet to be unrecorded in the literature of the subject. Perhaps a true peri-arthritic rheumatic fibrositis, analogous to the fibrositis which produces the rheumatic nodules, is the cause of the torticollis, which in the present case has not ceased during sleep, has not been intermittent, and has not been associated with any clonic or other spasms.
It is interesting that in 1878 H. Rehn' ended his summary of the local manifestations of acute rheumatism with a description of rheumatic wry-neck and the first two published cases of rheumatic nodules (P. Meynet's, of 1875, and one observed by himself).
I have not thought it advisable to remove any of the nodules for histological examination. There seem to be quite sufficient observations of the kind on record, and the anatomical pathological findings have been quite recently dealt with in an excellent paper by Paul Frank.2 I H. Rehn, in Gerha'rdt's " Handbuch der Kinderkrankheiten," Tiibingen, 1878, iii, part i, p. 21. ' P. Frank, " Ueber den Rheumatismus nodosus mit besonderer Berticksichtigung des pathologisch-anatomischen Befundes," Berl. klin. Wochenschr., 1912 Wochenschr., , xlix, p. 1358 Angiokeratoma, with Bony Changes. By F. PARKES WEBER, M.D. THE patient, N. H., of Jewish parentage, aged 16, is a physically rather under-grown and under-developed boy, mentally quite normal. His extremities tend to be cyanosed, and in winter, since the age of 4, he has suffered severely from chilblains of the hands and feet and pinnm of the ears, which have left a good deal of scarring. Owing to these cicatricial changes, the movement in some of the terminal finger-joints and in the toes has become very limited. On the hands (fig. 1 ) are a number of dirty-reddish spots which are minute warts on angiomatous (telangiectatic) bases; they add a peculiar speckled appearance
